Two short tests of motor function, the Motricity Index (MI) and the Trunk Control Test (TCT), were assessed at regular intervals after stroke and compared with a detailed physiotherapy test, the Rivermead Motor Assessment (RMA). The MI and TCT were valid and reliable tests which were usually quicker to perform than the RMA. The TCT was of predictive value when related to eventual walking ability. All three tests appeared to be of equal sensitivity in detecting change.
Motor impairment after stroke is often not adequately described or The Motricity Index This test gives a rapid overall indication of a patient's limb impairment.5 In the original study thirty one movements at proximal, middle and distal joints of arms and legs were measured 11 days, two months, four months and six months after a cerebrovascular accident in 100 consecutive hemiplegic patients admitted to hospital. Using a technique of analysis into principal components (Hotelling's method), the large number of movement studies was reduced to one movement at each joint which represented the general strength of movement at the joint. In the study, MRC grades were used to measure the movement at each joint with the restriction that a grade 2 should be awarded to any incomplete movement. This is explained in detail in the guidelines. The MRC grades were then converted into weighted scores by comparing the difficulty experienced by patients progressing from one MRC grade to the next with the total difficulty experienced in progressing from MRC grade 0 to MRC grade 5. A double entry table was used to permit this calculation.
No guidelines were published in the original study. The following guidelines were used by the doctors assessing patients in this study: the patient should be sitting in a chair or on the edge ofthe bed, but can be tested lying supine if necessary. In the arm the three movements tested are pinch grip, elbow flexion, and shoulder abduction. In the leg the three movements tested are ankle dorsiflexion, knee extension, and hip flexion.
Pinch grip is assessed by asking the patient to grip a 2-5 cm cube between the thumb and forefinger. The object should be on a flat surface (for example, a book). The tester scores The total "arm score" is the addition of the scores for tests 1-3; the total "leg score" is the addition of score for tests 4-6; and the total "side score" is the addition of the arm and leg scores, divided by two. One point may be added to each limb score so that the top score is 100%.
The Trunk Control Test (TCT) Trunk control after stroke is an important predictive feature related to the level of eventual recovery.6 The TCT examines four simple aspects of trunk movement. The patient lies supine on the bed and is asked to roll to the weak side, roll to the strong side, sit up from lying down, and sit in a balanced position on the edge of the bed, with the feet offthe ground for a minimum of 30 seconds.
The scoring has arbitrary weights, and is as follows: 0 unable to perform movement without assistance; 12 able to perform movement, but in an abnormal style, for example, pulls on bed clothes, rope or monkey pole, or uses arms to steady self when sitting; 25 able to complete movement normally.
For sitting balance, a patient scores 12 ifthey need to touch anything with their hands to stay upright, and 0 if they are unable to stay up (by any means) for 30 seconds.
The TCT score is the simple addition of the scores obtained on the four tests.
A summary of the tests and scoring is provided in table 1.
Design
Patients recovering from stroke were assessed at six weeks, 12 weeks and 18 weeks post stroke using the three described tests. They were inpatients at a neuro-rehabilitation unit and were frequently discharged before 18 weeks, in which case they were not recalled for testing. Consequently the number of patients varies from time to time.
Two doctors, one senior (CC) and one junior, who were blind to each others results, performed the MI and the TCT, and recorded their results separately. The junior doctors involved in the study received a copy of the guidelines and were given a demonstration of the tests and scoring. A physiotherapist recorded the Rivermead Motor Assessment on each patient. All assessments were performed within five days of each other on each patient. The times taken to perform the MI and TCT were recorded.
Inter-rater reliability for Motricity Index and Trunk Control Test was measured using the results of the six week assessments on 20 patients. Comparability of the Rivermead Motor Assessment with the Motricity Index and the Trunk Control Test was measured by calculating rank order comparisons using Spearman's rho.
The sensitivity of each test (RMA, 3 components; MI, arm and leg; TCT, total) to change was assessed by looking at paired assessments, six weeks apart, and checking whether they recorded change in the same Collin, Wade A scatterplot (fig 1) was constructed as an alternative method of showing the correlation between the RMA and the Motricity Index. This shows an excellent correlation for milder levels of motor impairment but reveals some rank sharing on the RMA for more severe levels of motor impairment which could be regarded as a floor effect.
Inspection of paired observations revealed that in 23 out of 29 there was agreement between all three tests in the direction of change recorded. In the remaining six there was no consistent pattern of disagreement.
Nineteen of the 27 patients seen at six weeks after stroke were not walking independently. Poor performance on all three tests at six weeks was associated with failure to walk by 18 weeks (fig 2) . However, the TCT allowed the most clear cut distinction, with scores of 50 or more This study shows close correlation with another measure of motor loss, the RMA, and confirms the predictive validity of the TCT.
There are several advantages of the MI and the TCT when assessing motor loss after 
